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Scientific Abstracts clinical course (1). The impact of deprivation in early assessment has yet to be characterised on a national level. Objectives: To investigate if rapid assessment in secondary care associates with achieving a good treatment response, and if this is modulated by social deprivation. Methods: An audit, designed as a prospective longitudinal observational study, was conducted to assess early RA care. All NHS providers in England and Wales were required to participate. Follow up data were captured over 3 months for subjects with a diagnosis of RA. Rheumatologist assessment within 3 weeks of referral was the predictor variable. The primary outcome was good EULAR DAS response; the secondary outcome was meaningful improvement in RAID score. Logistic regression was used to estimate for associations. Confounders including age, gender, baseline DAS28 and RAID scores were considered in analyses. Conclusions: These real world data confirm rapid assessment significantly predicts treatment response, in terms of clinical disease activity and patient reported outcomes. Amongst those who were assessed within 3 weeks of referral, an additional 8% achieved a good EULAR response. The association with RAID response was strengthened when social deprivation was included as a confounder. The relationship between IMD and RAID response appears to be non-linear and requires further study. Background: Opioid use for non-cancer pain has increased considerably over the last 30 years. The U.S. Food and Drug Administration announced several boxed warnings in 2016 to highlight serious opioid-related risks (1) in an effort to reduce fatal overdoses, 80% of which are unintentional (2). The most serious opioid related adverse event is respiratory depression (RD), which can be potentially fatal. There are few data on the incidence of RD in opioids users for non-malignant pain and no comparative data between drugs. Objectives: To assess the comparative risk of RD in new users of opioids for non-malignant pain using routinely collected electronic patient records (EPR). Methods: Opioid users from Salford hospital EPR were identified between 2014-2016. Patients with prior malignancy were excluded on the basis of ICD-10 codes and health issues. Those with prior history of opioid use were excluded using keyword searches within the medicines reconciliation document. The primary analysis was on drug + 1 day lag window, unless patient switched to another opioid. Exposure was categorised as opioid monotherapy by drug or combination of opioids (so that RD events could be assigned to a single exposure category). Electronic National Early Warning Scores, used to regularly monitor physiological parameters during inpatient visits, were used to classify RD. An RD event was defined as any one of the following: respiratory rate (RR) ≤8/min, RR ≤10/min and oxygen saturations<94%, RR ≤10/min and altered consciousness, or dispensed naloxone use. Crude rates per 1000 person years of follow up were calculated and Cox proportional hazards models were used to examine the comparative risk of dispensed opioids and RD. Patients contributed follow up time for a particular drug from dispensed drug start date until day after discontinuation, first RD event, death or end of last hospital admission (by 31/05/16). Results: 8007 opioid users were included in the study, 3,976 female (50%) and a mean age (SD) of 53 (21) Conclusions: Fentanyl, oxycodone, morphine monotherapy have a significantly higher risk of RD than codeine, but these are not significantly different from each other. Combination opioids confer the highest risk of RD, compared to both codeine and morphine. The strengths of this study include capture of real time physiological parameters to define RD and dispensed medication use (rather than prescribed) to define exposure. 
